An 82-year-old woman was admitted to our hospital presenting with febrile neutropenia. She had been diagnosed with chronic myeloid leukemia 2 years ago and had been on imatinib treatment since \[[@ref1]\]. A month before admission she presented with malaise, anemia, and mild leukopenia; a bone marrow aspirate and biopsy performed 20 days before admission showed no alterations. Imatinib dosing was adjusted but mild cytopenia persisted. The patient presented with acute abdominal pain, fever, and shaking chills to the emergency department. On physical examination the patient was awake and appeared uncomfortable. She had pain in the left lower abdominal quadrant. Petechiae were evident on the lower limbs. Complete blood count revealed anemia, severe neutropenia, and thrombocytopenia ([Table 1](#t1){ref-type="table"}). Overt disseminated intravascular coagulation was present. Abdominal computed tomography showed acute diverticulitis. The patient was started on broad-spectrum antibiotics. Informed consent was obtained.

A peripheral blood smear revealed more than 30% circulating promyelocytic blasts. A bone marrow aspirate and biopsy showed hypercellular marrow with myeloid hyperplasia and more than 90% myeloblasts ([Figure 1](#f1){ref-type="fig"}). The blasts displayed hypergranular cytoplasm with bundles of Auer rods. PML/RAR-α was positive according to real-time PCR of the bone marrow. A diagnosis of promyelocytic blastic crisis was made \[[@ref2],[@ref3],[@ref4],[@ref5]\].
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###### Results of laboratory testing.
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